Background There has been continuous debate in the United States, Germany, and China about their respective healthcare systems. While these three countries are dealing with their own unique problems, the question of how social a healthcare system should be is a topic in this debate. Objective This study examined how strongly college students' attitudes toward a social healthcare system relate to ideological orientation and self-interest. Methods We used samples of college students in the People's Republic of China, Germany, and the US, and extracted factors measuring ''financial wellbeing,'' ''sociopolitical attitude,'' ''self-interest,'' and ''lifestyle'' to explain the ''attitude toward social health insurance'' (ASHI) construct developed in recent literature .
considerably from country to country. We also found that a self-interest factor, measured by health status, seems to be inversely related to an individual's ASHI in the US, but not in China or Germany. Individuals with relatively healthy lifestyle choices were less likely to have a favorable ASHI in Germany, but no such relationship was found in China and the US. These results indicate that while some commonalities exist, there are also considerable differences in the structure of ASHI across these three countries. Conclusion Ultimately, the results reported here could help to develop a predictive model that can be utilized to forecast a country's ASHI. Such a predictive model could be used by politicians to gauge the popularity of a healthcare plan that is under consideration in a particular country.
Key Points for Decision Makers
• Sociopolitical attitude is a dominant determinant of the attitude toward social health insurance. Progressivism is positively related to attitude in favor of social health insurance, but the association is much stronger in the US than in China and Germany.
• Consistent with the notion of self-interest, having poorer health is associated with stronger attitude in favor of social health insurance among US respondents. Such association is not found among respondents in China and Germany. • Significant differences in the structure of the attitude toward social health insurance across countries could relate to each nation's experience with social health insurance.
Introduction
In the past few years there has been continuous debate in the United States, Germany, and China about their respective healthcare systems. While the discussion in Germany focuses more or less on different financial aspects of the current health insurance system (e.g., how should the current healthcare system be changed to make it financially stable for the future?) as well as on increasing the competition among the different healthcare players (e.g., how can more competition among the different players increase the efficiency of the healthcare system?), the discussion in the US is still centering on President Obama's healthcare reform and especially on the issue of how social the healthcare system should be. By contrast, China has dealt and is still dealing with a huge change of its healthcare system to grant more insurance coverage to the population. Even though all three countries are dealing with their own unique problems, the underlying theme in all healthcare discussions is the same; namely, the question of how social a healthcare system should be. In other words: what is the attitude of a populace toward socialized healthcare? Preston and Ridge [2] suggest that people's attitudes may serve as a latent demand for collectively financed goods. In the case of healthcare, the study of attitude and opinion is expected to have important implications for health policy making and healthcare system reform. While a variety of studies have addressed the different healthcare systems and how cultural factors may affect a variety of healthcare issues such as patient and employee satisfaction, only a handful of studies [3] [4] [5] have attempted to examine what explains the attitude toward social health insurance (henceforth, ASHI). The studies that have such a focus often rely on overly simplified measures for ASHI extracted from information regarding one aspect of social health insurance. Recently, Loh et al. [1] applied principal component analysis to create a much more convincing construct of ASHI based on a multiple-country student sample from China, Germany, and the US. However, no attempt has been made to examine what explains the ASHI using their construct.
This study tries to close this gap: using the same sample utilized in Loh et al. [1] , we replicate their extraction of ASHI. We further extract several factors that can be used to explain the ASHI from the same dataset. We use a standard multiple-regression model to estimate the association between ASHI and these explanatory factors.
The outcome of this study is very useful and important in a variety of areas. First, if it is possible to identify constructs that explain a populace's ASHI, then it is much easier to understand what specifically causes people or a specific group within the population to have a certain perspective about a health insurance system. Politicians, for example, will gain much deeper insight into the underlying factors of the ASHI and are able to respond to those factors in a much more sophisticated way. If, for instance, there is a gap between the current healthcare system and the ASHI, then the politicians can try to close that gap by changing the factors driving the ASHI.
Moreover, by linking the ASHI to several fundamental traits using data from countries with diverse cultural and political backgrounds, we improve our understanding of how ASHI varies with the composition of these traits and across countries. This, in turn, enables us to better project the change in ASHI based on the observed changes in the composition of traits, such as growing inequality in financial wellbeing, improving health of the population, and shifting sociopolitical orientation. The ability to better project the ASHI can help the administration and public policy advocates determine whether and when social health insurance is a politically viable option when engaging in healthcare reform. Being able to better project the shift in ASHI also has important implications for the private insurance sector, because a county's ASHI may be used to assess the extent to which the private insurance sector should be relied upon.
Fiscella et al. [6] showed that skepticism toward medical care may be a risk factor for early death, perhaps through increasing unhealthy behaviors or lowering healthcare utilization. To the extent that incongruence between the current and the desired systems can lead to skepticism toward the healthcare system in place, the ability to identify the gap between a populace's ASHI and the actual healthcare system may even have some interesting health implications. Before looking at the related literature and performing the analysis, the three healthcare systems of the People's Republic of China, the US, and Germany are briefly discussed.
A Closer Look at the Healthcare Systems in China,
Germany, and the US China, Germany, and the US have all undergone extensive changes to their healthcare systems in recent years [5] . China, for example, has changed its healthcare system from a governmental and centrally planned, universal system to a more market-oriented system [7, 8] . The first big transformation in the Chinese healthcare system was done about 30 years ago. During that time, the government owned, funded, and managed most healthcare facilities [9] , and the physicians were employed by the state. Another characteristic of that system was that every person could access the healthcare system, regardless of the financial ability to pay for the service [8] . However, there was a dramatic change in the Chinese healthcare system at the beginning of the 1980s. At that time, the Chinese government privatized the system and decreased the government budget for healthcare. In order to finance the newly privatized system, user fees were introduced. Unfortunately, the privatization was not successful in certain aspects. Especially in rural areas, many residents were left with no insurance coverage and hence with no real access to the healthcare system. The unequal access to the healthcare facilities coupled with the poor insurance coverage caused China to recently change its healthcare system again. One major goal was to increase the health insurance coverage, and, according to the Chinese Ministry of Health, this goal was successfully accomplished [10] . 1 Nonetheless, there still is an inequality in the access to basic healthcare and medical service [11] . Therefore, the Chinese government has committed to increasing government funding for healthcare services by 1-1.5 % of GDP in the near future to provide everyone with basic universal healthcare [7, 12] .
In contrast to China, the US is a much more individualistic country [13] , which was reflected in their former healthcare system [14] . However, with the ''Patient Protection and Affordable Care Act'' and the ''Healthcare and Education Affordability Reconciliation Act of 2010,'' the US healthcare system is undergoing an enormous change from a very liberal healthcare system to a quite regulated and social system [15] . For example, before the so-called Obama reform, there was no obligation for an individual to purchase health insurance. The new law, however, contains a provision that forces almost every citizen to carry health insurance [16] . In addition, the insurance companies are faced with a lot of new regulations. For example, they can no longer refuse to sell coverage or renew policies to anyone based on a pre-existing condition [17] . In the US, the feelings about this healthcare reform still run very high, especially fueled by the mandatory health insurance coverage mentioned above [15, 18, 19] . Moreover, beginning with the new healthcare law in 2010 and continuing through to the present day, Republicans have been trying to repeal ''Obamacare'' [20, 21] . At any rate, this reform and the huge discussion about that reform has shown that there is a very broad range of views held by US citizens regarding the social aspect of the healthcare system.
The roots of the German healthcare system date back to the late nineteenth century, when Otto von Bismarck introduced the first social health insurance for workers [22] . One essential part of this law was that the cost of health insurance was split between the employer and the employee, an aspect of health insurance that still holds true in Germany today. Generally speaking, it can be said that the German healthcare system is highly regulated. For example, every citizen is required to carry health insurance either from an insurance company of the so-called Statutory Health Insurance System (GKV) or from an insurance company of the Private Health Insurance System (PKV). Employees, however, who earn less than about €50,000 per year and some other groups of people do not have the right to freely decide whether they should be insured in the GKV or the PKV; these individuals are mandatorily insured in the GKV insurance scheme [23] . The big difference between the two systems is that all insurance policies operating within the GKV system offer the same coverage. Furthermore, all family members who do not have their own income get insured with the statutory insurance for no extra cost. In addition, a statutory health insurance has the legal obligation to enter into a contract with anybody who wishes to be insured. Even if a chronically sick person requests insurance cover, the GKV cannot deny the application and cannot increase the premium. This is not the case for private health insurance. The premium for a private health insurance policy is risk-adjusted and depends on health status. In addition, each insured person has to pay their own premium.
Similar to the Chinese and US systems, the German healthcare system has also undergone a lot of changes in the past [24] [25] [26] . Even though the changes have not been as dramatic as those in the US or China, it is a continuously changing process. One big challenge that Germany and its health insurance system are facing is the demographic change combined with medical and technical innovation, which in combination impose an increasing financial burden on the system [27] . The German government is trying to cope with this challenge by changing the way the system is financed, both by increasing competition among the different sector players and through additional regulation (such as the Arzneimittelmarktneuordnungsgesetz-AM-NOG-from 2010, which is focusing on the drug market, or through the GKV-Versorgungsstrukturgesetz-GKVVStG-from 2011, which is focusing on the outpatient sector).
Even by looking at only these three different health insurance systems and by observing the controversial debate in the US as to how social the health system should be, it becomes very clear that each populace has a different ASHI. Analyzing the ASHI and its underlying factors is therefore of utmost importance to either change a current healthcare system so that it matches the citizens' preference or to change the ASHI by changing the underlying factors so that the ASHI matches the current healthcare system.
One advantage of the present study is that the healthcare systems in the three countries are very different. Following Loh et al. [1] , we extract a single construct to measure a country's ASHI, but we further extract several other factors measuring the populations' different characteristics (e.g., lifestyles, sociopolitical attitudes, cultural dimensions), and use them as explanatory variables for the ASHI.
Review of Related Literature
Literature on ASHI and specific options regarding healthcare delivery and financing is limited, but the few existing studies provide important hints on what factors ASHI may be associated with [3] [4] [5] . Specifically, these few studies find that the factors generally fall into one or more groups including sociopolitical attitudes, self-interest, and socioeconomic status.
A few studies have explored the relationship between healthcare-related attitudes and self-interest; among the earliest works are Sears et al. [28] , who studied the influence of self-interest on attitude toward policy and political issues. Sudit [29] studied the association between US medical students' attitude toward national health insurance and self-interest factors defined as expected income after graduation and indebtedness at graduation. In the context of healthcare policy, citizens' opinion toward policy may reflect how well the policy aligns with self-interest and helps achieve individual goals. For example, individuals with poorer health and in worse financial condition may be more likely to support national health insurance or a social welfare system because they have more to gain relative to their healthier and wealthier counterparts. In a study of support for a government-sponsored universal health insurance plan in the US, Lynch and Gollust [5] included self-rated health, a recent history of uninsurance, and measures of economic difficulty as covariates. Their results showed that respondents in poorer health and with a recent history of uninsurance were more likely to support government-provided health insurance, even after controlling for sociopolitical attitudes, ideological identification, and values (egalitarian, humanitarian, etc.).
The literature suggests that it is plausible to argue that attitudes reflect one's socioeconomic position [30] . It has also been argued that gender and education can shift the demand for public goods [31] . However, much of the existing body of evidence regarding the association between attitudes and demographic or socioeconomic factors are also consistent with the self-interest interpretation. Hayes and VandenHeuvel [32] , for example, found that middle class respondents were less likely to support increasing government spending on healthcare. They noted that, when compared to the working class, the middle class may have more to lose due to higher taxation, but less to gain from such increases in government spending due to lower dependence on the public resources when it comes to healthcare. There is also evidence that people in more disadvantaged positions (i.e., the elderly, women, those with lower income or with minimum education) are more supportive of healthcare policies [32, 33] . Costa-Font et al. [34] found that more affluent (in terms of relative income) Spanish citizens were less likely to support social insurance as a financing option for long-term care, and that women tended to provide higher support for social insurance than men. Similarly, Kikuzawa et al. [35] found that greater support for government intervention in healthcare tended to be reported by the more vulnerable groups: women, the less educated, and those with lower incomes. Furthermore, an increase in income can actually lead to greater hostility toward the notion of government redistribution, as Doherty et al. [36] verified in a comparison between lottery winners and the general public.
Another potentially important type of determinant of ASHI is ideological orientation or sociopolitical attitude. Compared with other self-interest factors, ideology, sociopolitical attitude, and social group identity seem to have an even stronger influence on people's policy preference [28] . Hayes and VandenHeuvel [32] also confirmed that the political ideology is a dominating determinant of attitude toward increasing spending in healthcare. CostaFont et al. [34] found that residents in areas with strong left-wing support were more likely to support a social insurance option. Their findings seem to be consistent with the culture socialization hypothesis described by Kikuzawa et al. [35] .
The few studies that have examined ASHI used simplified measures for attitude that are not likely to capture the full extent of the notion. Specifically, Lynch and Gollust [5] used a seven-point scale response to the question ''Some people feel there should be a government insurance plan that would cover all medical and hospital expenses for everyone [scale = 7] . Others feel that medical expenses should be paid by individuals, and through private insurance plans [scale = 1]. Where would you place yourself on this scale?'' Lynch and Gollust [5] addressed the limitation of this dependent variable as not capturing the government's many roles in a changing healthcare system. Similarly, Kikuzawa et al. [35] based their measures of attitude toward government intervention for healthcare on separately scaled responses to two questions: ''Should the government be responsible for healthcare?'' and ''Should the government spend more or less for healthcare?'' These questions apparently ignore the many implications of ASHI perceived by individuals, such as equal access to healthcare and fairness of redistribution. Additionally, Bundorf and Fuchs [37] defined ASHI as a binary indicator of support, where support refers to yes to all questions in the same area, 2 and the lack of support as no to all questions. Such aggregation likely generates sharp contrast groups at the expense of the knowledge of the continuity of attitude, which is undesirable given that the public's attitude is likely highly diverse. 3 Following Loh et al. [1] , we construct a measure for attitude that better aggregates the multiple dimensions of the individual ASHI using the same sample.
While the aggregate measure of ASHI so constructed is more convincing, no attempt has been made so far to examine the determinants of this measure. The role of selfinterest and ideological orientation in ASHI has not been fully understood due to a lack of previous research with such exact focus. In this study, we attempt to construct factors measuring financial wellbeing, self-interest, and ideological orientation/sociopolitical attitude variables using additional information from the same dataset. We also extract a factor measuring an individual's lifestyle choice. We use a standard multiple regression model to shed some light on the relationship between ASHI and its covariates.
Hypotheses and Questions for Construct Development
We expect financial wellbeing to be negatively associated with ASHI; a higher financial status results typically in more conservative views, which may be associated with a less pronounced sense of the importance of society. Therefore, we hypothesize:
H1: An individual's financial wellbeing is significantly related to his or her ASHI.
By definition, individuals who are more oriented toward the political left are more inclined to have a socialist attitude. Conversely, the more conservative individuals are politically, the lower their ASHI should be. Therefore, we expect:
H2: An individual's sociopolitical attitude is significantly related to his or her ASHI. An individual's self-interest factor can be captured by his/her health status. Specifically, individuals with a poorer health status will have potentially more to gain from the social health insurance and thus a more favorable ASHI. That is, we expect:
H3: An individual's health status is significantly related to his or her ASHI.
Lastly, individuals who follow a healthy lifestyle and who work to keep themselves healthy and fit may have little sympathy for those with high medical expenses that result from poor lifestyle choices. Therefore, we hypothesize:
H4: An individual's lifestyle is significantly related to his or her ASHI.
In order to test the hypotheses and develop the five constructs outlined above, we included the following questions in our survey:
Questions to Measure ASHI
The six questions are reproduced in Table 3 and were used in the present study to replicate the ASHI developed originally by Loh et al. [1] .
Questions to Measure Financial Wellbeing,
Sociopolitical Attitude, Self-Interest, and Lifestyle Choices
To develop the remaining constructs, we utilized six questions for financial wellbeing, 4 three questions each to measure sociopolitical attitude and self-interest, and four questions to measure lifestyle choices. All of these questions are listed in Supplementary Table 1 .
Some of the questions listed in Supplementary Table 1 deserve further explanation. First, because measuring political orientation is a delicate subject in the People's Republic of China, we utilized three very broad questions to aid us in developing a sociopolitical attitude construct. 5 Note that none of these questions directly ask for the individual's view of the government. Rather, the questions aim to measure individuals' attitudes about governmentimposed taxes or benefits, such as the school system. Given the broad nature of these questions, we label this construct sociopolitical attitude.
Methods
We provide a brief description of the survey methods in this section. Loh et al. [1] provides a more detailed description. The survey was administered in China, 3 Public opinions differ substantially, because individuals differ substantially in their attention and their exposure to elite sources of information [38] . 4 The second question was taken from the Political Typology Quiz at the Pew Research Center website [39] . 5 We started with a larger initial set of questions that was reviewed by two Chinese professors. Both professors eliminated most of the questions and argued that they would not be very useful in truly identifying the sociopolitical attitude of Chinese individuals. The third question was taken from the Political Typology Quiz at the Pew Research Center [39] .
Germany, and the US in the Fall Semester of 2010. Also included in the survey was basic demographic information. The survey was administered in business courses at Beijing International Studies University (BISU) in China, at the University of Applied Sciences Niederrhein and the University of Duisburg-Essen in Germany, and at the University of North Florida in the US. The German survey was back-translated to English and the Chinese survey was double-forward translated to Chinese for accuracy.
A total of 229 students completed the survey in China. In China, the selected courses were those required in the School of International Economics and Trade. The response rate was close to 100 % given the attendance on the days of the survey. After eliminating incomplete and nonsensical responses, a final Chinese sample of 200 students remained. In Germany, 297 students completed the survey, from which a final sample of 189 (44 online, 145 paper) was obtained. The selected courses were core business courses at the University of Duisburg-Essen and core health economic courses at the University of Applied Sciences Niederrhein in Krefeld. Generally, in Germany there are two types of universities: traditional universities and universities of applied sciences. Because we wanted a representative sample of all students, we presented the questionnaire to students from each type of university. In addition, the student group can be divided into students with work experience and those without work experience. Because we felt that this criterion has an influence on the ASHI, we made sure that the selected classes included students with prior work experience and those with no work experience. The response rate could not be calculated with 100 % accuracy because in Germany students do not have to register for classes but rather attend lectures. We believe that the attendance in the classes where the survey was provided was high; however, the return rate of the paper questionnaires in these classes was about the same as the response rate in the US. In the US, 268 students out of 364 (response rate 73.63 %) participated in the survey, rendering a final sample of 223 students. The combined total sample from the three countries was 612 students.
To identify the five constructs for ASHI, financial wellbeing, sociopolitical attitude, self-interest, and lifestyle, the questions discussed previously were analyzed with an exploratory factor analysis, using principal components analysis with Varimax rotation. Those items with a loading of at least 0.60 that did not have a loading of 0.40 or more on any other factor were included as part of a factor. 6 For example, if a question had a loading of 0.70 on self-interest and a loading of 0.50 on sociopolitical attitude, it was not included in the self-interest factor. Next, to investigate the relationship between ASHI and the four other constructs developed here, we specify a linear model with additional controls of gender and country indicators (Model 1). Specifically
where ATTITUDE i is the attitude toward social health insurance for individual i, FINBE i is the financial wellbeing of individual i, POLIT i is the sociopolitical attitude of individual i, SELFINT i is the self-interest (health status) of individual i, LIFE i is the lifestyle of individual i, CHINA i is an indicator variable equal to unity if individual i is from China and zero otherwise, GERMANY i is an indicator variable equal to unity if individual i is from Germany and zero otherwise, MALE i is an indicator variable equal to unity if individual i is male and zero otherwise, and e i is the error term for individual i. ATTITUDE, FINBE, POLIT, SELFINT, and LIFE were all measured using the individual factor scores for each respondent. To obtain these, each item was weighted by its factor loading. This average was then divided by the sum of the factor loadings to obtain a weighted average of the responses to the individual items included in each construct. Indicators for CHINA and GERMANY were included, with the US as the control group.
To explore possible structural difference in the relationship across countries, we also considered a model that includes interactions between country indicators and all other regressors (Model 2). Specifically, we specify Model 2 as
Ordinary least squares (OLS) with correction for heteroscedasticity. 7 Before conducting the regressions in Table 4 , we conducted White's test for heteroscedasticity [41] . This general test analyzes for heteroscedasticity in the error distribution by regressing the squared residuals on all distinct regressors, cross-products, and squares of regressors. The resulting test statistic is distributed v 2 under the null hypothesis of homoscedasticity. The resulting v 2 statistic indicates the presence of heteroscedasticity (p = 0.0000). Consequently, we performed a correction for heteroscedasticity. Table 1 provides some basic demographic information for the students in the sample. 8 As shown in Table 1 , 55 % of the students in the US sample were men. In contrast, in both China and Germany, over 60 % of the students in the sample were women. Across the countries, the median age ranged from 21 years (China) to 25 years (Germany), and the majority of students in each country were bachelor students, with a low of 53 % in Germany. 9 A mere 9 % of the total sample was married, although the US sample exhibits a high of 18 %, while only 3 % of the Chinese sample was married. Moreover, only 8 % of the total sample had children. 10 Because our goal was to identify the factors that affect an individual's ASHI, it was also beneficial to obtain a sense of the sample's insurance status. Arguably, if an individual has health insurance, it stands to reason that their ASHI will be quite different from an individual without insurance. This information is presented in Table 2 . As shown in the first row, 85 % of the total sample had health insurance, ranging from a low of 76 % in China to a high of 100 % in Germany. Also of note from Table 2 is that parents or guardians contributed to insurance costs, especially in China. Notably, the minority in each country felt that they paid a significant portion of their healthcare expenses out of pocket without reimbursement. Therefore, overall, our sample appeared well-insured, received substantial insurance ''subsidies'' from their parents or guardians (some from their employers and government), and a minority in each country felt that they paid a significant portion of healthcare expenses.
Results

Sample Demographics and Survey Results
While our goal was to develop constructs for each of our four main variables and then relate them to ASHI, it is nevertheless interesting to investigate the individual responses to the questions previously identified. For our ASHI, the responses to the questions were virtually identical to those reported by Loh et al. [1] in their Table 2 , and are therefore not reported here. However, the responses to the questions used to assess financial wellbeing, sociopolitical attitude, self-interest, and lifestyle are presented in Supplementary Table 1 . These responses are discussed next.
Regarding financial wellbeing, it appears that the respondents in Germany and the US have much in common. Specifically, the majority in those countries at least somewhat agreed that paying bills is not a problem. Also, more people agreed than disagreed that (1) they are generally satisfied with the way things are going for them, (2) that they do not feel constrained to purchase the possessions they would like to buy, and (3) that they are at least as well off financially as their peers. 11 In China, the situation appears different. The majority of respondents from China at least somewhat disagreed that paying their bills is not a problem. Still, however, as in Germany and the US, more people agreed than disagreed that (1) they are generally satisfied with the way things are going for them, (2) that they do not feel constrained to purchase the possessions they would like to buy, and (3) that they are at least as well off financially as their peers. Also interesting is the fact that 8 We acknowledge that the selected sample of students may not be representative of the total student population of each country. However, we believe the universities from which the samples were collected are mid-level universities and therefore represent ''average'' students in each of the countries. 9 In Germany, the traditional diploma is still pursued but is being phased out by the bachelor degree. However, 14 % of the sample was still Diploma students, while 19 % of the German sample were pursuing a masters degree. The remaining students were Ph.D. students. 10 One criticism of the present study could be that student samples are utilized. However, there is evidence that results from students can be extended to a broader population. For example, Cipriani and Guarino [42] discovered that results from undergraduate students were not dissimilar from results collected from professional investors. Perhaps equally important is the fact that the Chinese students were highly educated and had just obtained voting rights. Arguably, this is an important group to attract. 11 In Germany, the difference in proportions for the second question is not statistically significant at conventional levels. Unless indicated otherwise, all other differences noted here are significant at least at the 10 % level.
many more respondents in China received financial support from their parents than the respondents in Germany and the US. For sociopolitical attitude, there are also some interesting differences between the three countries. In Germany and China, more people agreed than disagreed that people with higher incomes should have to pay a higher percentage of their income in taxes. Interestingly, this feeling was very pronounced in China; a much larger percentage (76 %) at least somewhat agreed with this statement, while only 2.5 % of respondents at least somewhat disagreed. In the US, however, almost half of the sample (46.7 %) at least somewhat disagreed with this statement. In China and Germany, most respondents at least somewhat agreed that everybody should have the same access to schools and universities at no cost. In the US, there was no significant difference in proportions in response to this question. Lastly, in all three countries more people agreed than disagreed with the statement that government regulation of business is necessary to protect the public interest.
In terms of perceived health, either our sample is in extremely good shape or they are very overconfident; \4 % of respondents in each country considered their health to be poor or very poor. Moreover, \11 % of respondents in each country felt they get sick often or very often. Commensurate with these answers, the vast majority of respondents had not been in the hospital for more than three consecutive days during the past 2 years.
When it comes to lifestyle, there are some notable differences between the three countries. In China and Germany, the majority of respondents claimed to not exercise or to exercise infrequently. In the US, respondents seem to spend significantly more time in exercising. Also encouraging is the fact that most respondents in each country either do not eat fast food at all or eat it infrequently. As far as alcohol consumption is concerned, the majority of respondents disagreed that they drink more alcohol than they should, and more respondents agreed than disagreed that they take care of their body.
In summary, it appears that our sample was made up by individuals who consider themselves to be healthy and make good lifestyle choices. Moreover, while there appear to be some differences in sociopolitical attitudes, respondents from each country considered their financial wellbeing to be high relative to their peers.
Construct Development
The constructs for ASHI, financial wellbeing, sociopolitical attitude, self-interest, and lifestyle are presented in Table 3 .
As shown in the first row of Table 3 , all six questions that were identified by Loh et al. [1] as part of their ASHI construct loaded in our study as well; each question had a factor loading of at least 0.70, and the Cronbach's alpha is 0.85. 12, 13 As stated earlier, our primary objective was to build on the results reported by Loh et al. [1] to investigate the factors that can explain the ASHI from individuals in different countries. Table 3 presents the constructs for financial wellbeing, sociopolitical attitude, self-interest, and lifestyle. As shown, five of the six questions used to measure financial wellbeing loaded on the construct, with a minimum loading of 0.61. The alpha for this construct is 0.80. For sociopolitical attitude and self-interest, the results are still acceptable; all three questions loaded on each construct with loadings of at least 0.66. However, the alphas are substantially lower (0.64 and 0.60) for the two constructs, respectively. Nevertheless, these alphas are still 12 Many articles are available on the relevant cutoff for alpha. In exploratory studies, often an alpha as low as 0.60 is acceptable, which is the approach we employ here. An alpha of 0.6 is referred to as ''questionable'' by George and Mallery [43] , while they deem an alpha of 0.5 as ''poor.'' 13 We note that the results reported in Table 4 are not identical to the results reported in Table 3 of Loh et al. [1] . This is because the additional questions used to extract the additional factors examined here resulted in additional missing observations. Please also note that our sample size of 612 students is smaller than the sample size of 724 in Loh et al. [1] because of this.
acceptable [44] . Regarding lifestyle, three out of the four questions had a factor loading of at least 0.65. However, the alpha for the lifestyle construct is a poor 0.45. Although the items considered (i.e., dietary pattern, drinking habits, and self-care behavior) do not have strong enough intercorrelation (as indicated by the poor Cronbach alpha) to fully present a unidimensional latent construct of lifestyle, our lifestyle construct is still a composite of items related to one's lifestyle. In other words, our construct is not a complete measure of lifestyle, but it is a measure of lifestyle. Unless we dismiss the role of lifestyle in the formation of ASHI a priori, having some measure of it is preferred to having no measure at all in consideration of avoiding possible misspecification bias due to an omitted variable. Thus far, we have presented the answers to the questions for each of the constructs. However, we have not yet directly tested our hypotheses. To obtain a better understanding of the constructs, the factor scores for each construct are presented in Supplementary Table 2. Panel A of  Supplementary Table 2 presents the mean, median, and standard deviation of each of the five constructs, while Panel B of Supplementary Table 2 presents tests for differences in these three variables across the three countries.
The constructs were developed such that the following relationships hold. A higher factor score for ASHI means a more favorable ASHI. A higher score for the financial wellbeing construct means a better financial status. For sociopolitical attitude, a higher score means a more conservative political view. A higher self-interest score means a better health status. A higher lifestyle score means a healthier lifestyle.
Using this interpretation, the results shown in Supplementary Table 2 confirm the item-level results displayed in Supplementary Table 1 . Specifically, it appears that virtually all mean and median differences between the three countries are significant (Panel B), with only three exceptions; there is no median differences in self-interest (health status) between Germany and the US, and there is no mean and median difference between Germany and the US for lifestyle. All other differences are statistically significant at conventional levels. Thus, the US has the least favorable attitude toward social insurance, while Germany has the most favorable attitude. 14 In Germany, people felt the most financially well off, while the Chinese population felt not as well off. The US was the most politically conservative, while China was the most socialist. The US had the highest self-interest (best health status), while China had the worst. However, China had the healthiest lifestyle, and the US had the worst. While these findings are all self-reported perceptions, the results confirm the results we would have presumed in each country.
Regression Results
The results from the regressions are shown in Table 4 . 15 It has often been suggested that the sociopolitical attitude or political ideology has a dominant influence on people's policy preference [28] . To highlight the bias that can potentially result from not including sociopolitical attitude as a control, we estimated Model 1 separately with and without the sociopolitical attitude variable. The regression results when excluding sociopolitical attitude from the analysis (shown in the first column of Table 4 ) yield some evidence of a negative association between one's financial wellbeing and ASHI, which confirms H1. However, there is no evidence that self-interest relates to ASHI, which contradicts H3. Interestingly, men were found to exhibit a less favorable ASHI. This is consistent with Costa-Font et al. [34] , who found that women tend to provide higher support for social insurance than men. In the same regression, both China and Germany are shown to have a more favorable ASHI than the US before controlling for sociopolitical attitudes, which confirms the findings previously reported in Supplementary Table 2 . These results also confirm those by Hayes and VandenHeuvel [32] that significant differences in attitudes exist across various countries examined (US, GB, WG, Italy, and Australia).
When the sociopolitical attitude variable is included in the regression (second column of Table 4), the coefficient associated with financial wellbeing becomes smaller and insignificant. However, the negative coefficient for selfinterest becomes statistically significant at the 0.1 % level, suggesting that people with poorer health have a more favorable ASHI, perhaps because they are more likely to benefit from social health insurance. This confirms H3. Interestingly, the coefficient for the CHINA indicator variable is no longer significant once sociopolitical attitude is included in the regression model. Thus, both the country variable and the financial wellbeing variable are subsumed by sociopolitical attitude in China. In Germany, however, Germans still exhibit a higher ASHI even after controlling for sociopolitical attitude, which means that other factors cause these country-level differences. The inclusion of sociopolitical attitude leads to an increase in the R 2 from 22 to about 43 %. Overall, we find that not only is sociopolitical attitude a dominant regressor, but also the exclusion of it can lead to obvious specification bias.
The results from Model 2, as shown in the last column of Table 4 , suggest that there is a significant structural difference in the relationship of interest across the three countries investigated in this study. The significant coefficients for the country-sociopolitical attitude and the country-self-interest interaction terms suggest that the association of ASHI with sociopolitical attitude and the self-interest factor differs significantly between China, Germany, and the US. Specifically, these results suggest that in China and Germany, the effect of a more conservative sociopolitical attitude on ASHI (a positive relationship) is less pronounced than in the US. Similarly, the overall negative relationship between a person's health status and ASHI is less pronounced in Germany and China than in the US.
Based on these results, we next compute the association of ASHI with each factor for each country by combining corresponding coefficient estimates. These country-specific associations are presented in Table 5 . Along with each combination of coefficients, we report the p value from a Wald test for statistical significance of the coefficient combinations.
We found no statistical evidence of an association between financial wellbeing and ASHI in any of the three countries. In all three countries, the ASHI is strongly related to one's sociopolitical attitude-people with a more conservative political view have a less favorable ASHI. However, the association between the sociopolitical attitude and ASHI seems much weaker in China and Germany than in the US. There are also a number of very interesting distinctions between the three countries. In the US, one's ASHI is negatively associated with health status; that is, people with poorer health status tend to have a more favorable ASHI than their counterparts in the same country. But in China and Germany, no such association was found. We found that in Germany, people with a healthier lifestyle tended to have a less favorable ASHI. This could be due to the reason we outlined in the hypotheses earlier, which presumes that those who keep a healthy lifestyle may be less sympathetic to those who do not, thus holding back their support for social health insurance. We did not find a connection between lifestyle and ASHI in the other two countries. Gender difference was only apparent in the US, where men tended to hold a less favorable ASHI.
In this study, we utilized the dataset of Loh et al. [1] and examined the relationship between the ASHI construct originally developed by Loh et al. [1] and several potential covariates of ASHI, including financial wellbeing, sociopolitical attitude, self-interest (measured by health status), and lifestyle. Overall, we found no evidence of financial wellbeing of an individual being associated with ASHI (no support for H1). This finding concurs with Bundorf and Fuchs [37] , who found little relationship between support for national health insurance and socioeconomic status, especially after sociopolitical attitude is controlled. We also found strong evidence that a politically more conservative individual tends to be less likely to have favorable ASHI in all three countries studied (strong support for H2). The strong association is also consistent with the previous studies, which almost always found sociopolitical attitude a dominant covariate of ASHI or related notion.
However, we found that the degree of association between the sociopolitical attitude and ASHI varies considerably from country to country. Furthermore, health status appeared to be significantly inversely related with an individual's ASHI in the US, but was insignificant in both China and Germany (partial support for H3). In addition, individuals with healthier lifestyle choices were significantly less likely to have favorable ASHI in Germany, but no such significant relationship was found in China and the US (partial support for H4). These results indicate that while some commonalities exist, there are also considerable differences in the structure of ASHI across these three countries. The structural differences can be attributed to differences in the values or social norms between these countries, but it is useful to consider whether part of the differences might have resulted from processes beyond such fundamental sources. Theories suggest that public opinion may be a weighted average of the messages received from elites in the past, with the more recent message receiving greater weight. Because younger citizens have accumulated fewer messages than their older counterparts, they may be more responsive to the new messages [44] . This could partly explain the strong association between POLIT and ASHI in the US sample relative to the China and Germany samples, because the healthcare reform debate in the US would be weighted heavily due to its recent prominence, while relatively less attention has been paid to similar issues in China and Germany.
The difference in ASHI between countries may also relate to each nation's experience with social health insurance or similarly structured systems. Kikuzawa et al. [35] argued that the socialization process can make citizens adopt the current government involvement in healthcare system as the way things ''should be'' and share those beliefs. Gusmano et al. [45] also pointed out that the public attitude toward private employer involvement in healthcare seems to reflect learning from past government initiatives. China has some recent memory of social health insurance, which collapsed during the privatization process in the 1980s. Although the younger generation is unlikely to have first-hand experience with the former social health insurance system, some recent health insurance system reform measures may have brought some information regarding the old system to the younger generation's attention. Germany has a long history of socialized healthcare. Given that the roots of the German system date back to the nineteenth century, German citizens are highly familiar with the concept of social health insurance. The US has relatively less experience with social health insurance. 16 Given this contrast, it is possible to link the significant role of the self-interest factor in the US sample to the habit of maximizing one's own benefit, an ultimate principle in a capitalist economy.
There are several avenues for possible future research resulting from this study. For example, it would be interesting to investigate whether cultural dimensions, such as individualism, influence some of the factors reported here, which in turn determine the ASHI. This could ultimately be used to develop a link between cultural dimensions and attitude. If this is possible, then this would be a first step toward developing a predictive model of ASHI based on cultural dimensions.
Ultimately, a possible goal should be to develop a predictive model that can be utilized to forecast a country's ASHI. Such as predictive model could be used by politicians to gauge the popularity of a healthcare plan that is under consideration in a particular country. Although we acknowledge that healthcare plans do not necessarily have to be popular to be implemented (see, e.g., the lack of popular support for ''Obamacare''), contentious healthcare legislation does impact the chances of election or reelection. In the most recent United States election, for example, President Obama would have probably been victorious by a much wider margin if Obamacare had not been so contested. If we could develop a model that can accurately forecast a country's ASHI, then we would know what type of system would be accepted by the populace. This would affect not only the design of the system, but also the way in which the various aspects of this system are presented, and, perhaps, how certain aspects of the proposed system would be interpreted. Moreover, if we can accurately predict a country's ASHI, this will allow us to close the gap between the current system in place and a system that would be widely supported. As argued in Sect. 1, this might impact mortality rates and the insurance sector.
